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Twelve of the 14 English regions have now appointed a general manager: a nurse, two treasurers, a medical administrator, and eight administrators. The next step in the process is to appoint district general managers. Many districts jumped the gunthey probably did not realise that there was going to be a formal start-and have interviewed and designated (some privately) their general manager. The permanent secretary at the Department of Health and Social Security, Sir Kenneth Stowe, seems to have thrown the process into some confusion with a "letter of guidance" to regional chairmen outlining a recommended process for appointing district managers.
Members of the department of social administration have been meeting district chairmen and authority members to help them "prepare for general management" as recommended by the Griffiths inquiry' and adopted by the government.2 Several issues have been discussed including the role of a general manager and how he should be selected, his relationship with other staff, and how he should be assessed.
What should the general manager do?
General management differs from the consensus management now in use in the National Health Service: this shared managerial responsibility will be replaced by one person, a general manager, who will be responsible for the health authority's performance. This general manager will be responsible for other managers who will, in turn, supervise groups of professionals. He cannot possibly have an intimate knowledge of all the professional procedures of his subordinates and will have to rely on his professional managers. So the capacity to work with and persuade other professional groups will be vital, and ideally the new general manager will be treading a careful path between consensus and autocracy. Experience of how general managers operate in other countries' health services suggests that he needs to take note of professional opinion but need not be bound by it. If consensus is unobtainable the general manager decides, for consensus management by a group of equals is one thing, whereas consensus management where there is a general manager-for example, the prime minister in the British cabinet-is another. In calm waters it matters little who sails the ship; in a gale the vessel needs a captain, and with the NHS being buffeted around the general manager will be expected to captain and steer the service.
Inside or outside appointment?
The NHS has around 250 district authorities-or their equivalent-so where will that number of general managers be found? Will they come from the health authority, from the NHS, or from outside? Is there sufficient talent in the NHS to meet the ambitious expectations of the DHSS ? Is there sufficient talent outside, and if so can the NHS afford it? These are crucial questions, and there are doubts whether they have been thought through before the management changes were launched.
A common practice seems to be for chairmen to ask each health authority officer if he is interested in being the general manager and who he could work with. Even before the permanent secretary's letter was issued some district authorities were intending to advertise externally. Some were dissatisfied with their existing chief officers, while others were not convinced that they would make good general managers and so wanted to test the market.
Generally, the odds seem stacked against appointments from outside the NHS and against applicants from outside the health authority. The argument ran that internal appointees would be quicker to get in post and would reduce the managerial hiatus that many authorities are experiencing. It would also facilitate the next round of designing the management structure and appointing the unit managers. There were reservations about appointees from outside the NHS because the newcomer would have to overcome the problem of different "cultures" and assuage any hostility from his subordinates, even though he would presumably bring in to the service particular qualities and experience.
NHS health authorities are complex organisations, and appointees from outside might find it hard to adapt to and to understand the NHS's peculiar style of management-in particular, the role and influence of clinicians. Furthermore, the hire and fire ethos of business has been alien to the health service. On more practical grounds some authorities are worried that an outside appointee would mean that an additional salary would have to be found, at least for some time, whereas an internal appointment would not have to be replaced, at least, not necessarily at the same salary scale. 
Relations with other staff
Other chief officers, such as the treasurer and nursing manager, will be directly accountable to the general manager for their managerial functions, but where opinions are divided on professional matters the officers will have the right of access to the health authority. As in many instances the division between managerial and professional responsibilities will be unclear this "court of appeal" function will strengthen the power of chairmen and their authorities. Even so, it will be important for authorities to define where the division lies if the position of the general manager is not to be undermined.
Inevitably, a major question is the relationship between the general manager and the clinicians, but hard and fast rules may be hard to agree and the matter will no doubt be solved locally by the general manager and clinicians. If not trouble seems inevitable. The manager will certainly not be a latter day medical superintendent, trying to interfere in clinical practice, but where a clinician abuses his position, say by being persistently late for his clinics, then the manager will be justified in acting, though whether through the regional medical officer (in the case of a consultant) or directly will no doubt be a matter for discussion. In authorities where the general manager plans to downgrade the district management team a change strongly opposed by the BMA-this sort of managerial decision affecting doctors may prove controversial. Where general managers and clinicians will have the greatest conflict, however, will be in allocating resources: as I see it that will be the general manager's responsibility, albeit after hearing the opinions of interested parties. Once again different local practices may evolve that reflect local circumstances.
Assessing general managers
Unlike most other NHS staff general managers are being appointed for three to five years with the possibility of reappointment. Some health authorities, partly to help the general manager know what is expected of him, are already planning how he should be judged. The evaluation process will culminate, of course, in the decision whether to reappoint the manager or not. This may be quite soon in those authorities where managers are being appointed on three year contracts, as a reasonable length of notice has to be given and time will be needed for a new appointment. Most authorities will probably have a regular process of discussion and evaluation, something that has not always happened in the past, but the new short contracts will make such a procedure essential.
General managers will take time to settle in and cannot be expected to achieve practical results in under a year. But I envisage three levels of evaluation. Firstly, the general manager would be evaluated on how well he was developing working relations with other staff and members of the authority. Secondly, after, say, three years he could be evaluated on his success in achieving specific tasks, like meeting a budget, changing the level of service of a hospital, implementing the annual plan, etc. Thirdly, there would also be other less precise objectives that the general manager would be expected to have achieved-ones for which subjective judgments would have to be made by the health authority when it came to reappointment. Examples might be the extent to which power had been delegated to units or what progress had been made in developing clinical budgets. Inevitably, the boundary between objective criteria of meeting the budget, say, and the subjective criteria of the amount of progress in some areas is not precise. What happens, for instance, if the authority fails to meet its budget through no fault of the general manager ? But these are factors that the authority's review group would consider when considering reappointment.
What rewards for success?
Other questions will arise. How do you reward the general manager-or anyone else in the NHS for that matter-for innovation and success ? What happens to the functions of the officers who are not appointed general manager and who are no longer chief officers reporting directly to the authority ? While the ability and personality of the general manager is important, the management structure that authorities develop is undoubtedly of major consequence. Looking ahead, how do you identify future general managers and what type of training do they need ? Who are to be the unit general managers ? It is said that to be a good film director you do not need to have been an actor, but it helps: to be a good manager you need managerial ability and technical knowledge. The closer you are to the coal face the more important it is to have knowledge, and as the Griffiths report emphasised clinicians (and general practitioners in the community units) should pay their full part in this.' But what administrative and financial support will doctors require to help them function as general managers-and how will clinicians in unit management marry their clinical responsibilities with their management activities?
These questions have yet to be answered. Perhaps this is not surprising, for despite claiming that this is not another reorganisation the government expects a quantum leap in the standards of management of the health service. Whether the appointment of general managers will achieve such an aim we will see. General managers, rather like the DHSS, will have power to direct resources, but they will be able only to influence what is done with the resources. The success of a general manager will depend largely on his ability to influence the health professions with whom he will have to work: that will be his greatest challenge and will probably make or break his managerial term of office. During its first year the committee received 74 applications to provide pharmaceutical services in rural areas. The committee also received 37 notifications of decisions made by family practitioner committees on whether or not a particular area was rural in character. In its role as the final appellate authority in such cases it dealt with nine appeals. In three others the family practitioner committee's decision was not challenged but the committee was asked to consider whether any conditions should be imposed to reduce the impact on existing doctors or pharmacists.
The report highlights the importance that the Rural Dispensing Committee attaches to the views of bodies which represent the public and it has consulted, for example, community health councils and parish councils.
Milage allowances for hospital doctors
Agreement has been reached by the joint negotiating committee for hospital staff on revised rates of car milage allowances, taking effect from 1 July. The profession has been negotiating a system of allowances that provided adequate compensation for the loss sustained by consultants after the Inland Revenue decided to tax home to headquarters milage. Advance letter (MD)2/84 gives details of the revised rates. Revisions will be made from 1 July each year and will be prospective only. Revisions reflecting petrol price changes of more than 5p will be prospective and implemented from the beginning of the month after agreement. An allowance for higher depreciation between 9000 and 15 000 miles has been included. Public transport, motor cycle, and passenger allowances have not been changed. Car loans and use of Crown cars are negotiated by the General Whitley Council.
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